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Christmas message from the Elephant 

Colin Drummond, Editor-in-Chief 


H ere we are in Issue 3 and we 
have just celebrated SCAN’s 
first anniversary: a quiet affair 
with sticky buns from the 
Hannibal House tea trolley But 
nevertheless, we have much to celebrate. 
The national launch in Birmingham went 
extremely well with very positive feedback. 
What struck me most about the event was 
that we addiction specialists presented 
ourselves as a cohesive group, ready to 
debate and discuss current issues affecting 
the field in a mature and considered way. 
This was not lost on the non-psychiatrists 
present, several of whom commented on 
how their preconceptions about us 



INSIDE 


• iviark Prunty on 
life at the 
Department of 
Health 2 


• Enter our 
Christmas 
crossword and 
win a £50 book 
token 


• Griffith Edwards 
retires 3 


changed (positively) over the course of the 
meeting. Thank you to all SCAN members 
and guests for all the energy that went into 
the launch. And of course, an extra large 
thank-you to the SCAN team for making 
the whole event run like clockwork. 

This issue of SCANbites is very much 
about change. The New Year sees a seismic 
shift in Addiction. Having had Griffith 
Edwards at the helm as Editor-in-Chief for 
longer than I have been in the addiction 
field, his retirement represents a defining 
moment in the journal’s history. I still have 
my first Addiction rejection letter, worded 
by him with such great skill and generosity, 
that it encouraged me to persist in an 
academic career! What his career 
demonstrates is the importance of a 
fundamental belief that addiction is a 
subject worth devoting a career to. We 
wish Robert West, his worthy successor, all 
the best in his new role. 

Another development reported in this 
issue is the launch of the International 
Centre for Drug Policy (ICDP). The Centre 
is led by another pioneer of the addiction 
field, Hamid Ghodse. The ICDP aims to 
promote rational policy making and 
learning about the drug field 
internationally and commands a high level 
of support not only from the UK 
government, but international bodies such 
as the World Health Organisation and 
various governments around the world. 

► page 15 
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In the beginning there was THE PLAN. 

And the Ministers looked upon THE PLAN 
and saw that it was good. 

And then there came the assumptions. 

And the assumptions were without form. 

And THE PLAN was completely without 
substance. 

And the darkness was upon the face of the 
workers. 


And they spake unto their team leaders, 
saying: “It is a crock of shit and it 
stinketh.” 



And the team leaders went unto the 

managers and sayeth unto them: “It is a 
pile of dung and none can abide by the 
odour.” 


And the managers went unto the senior 
managers and sayeth: “It is a container of 
excrement and it is very strong such that 
none may abide by it.” 

And the senior managers went unto the 
Chief Executive and sayeth: “It is a vessel 
of fertilizer and none may abide by its 
strength.” 

And the Chief Executive went unto the 


Board and sayeth: “It contains that which 
aids growth and is very strong.” 

And the Board went unto the Government 
Departments and sayeth unto them: “It 
promoteth growth and is very powerful.” 

And the Government Departments went to 
the Ministers and sayeth to them: “This 
powerful new plan will promote growth 
and efficiency.” 

And thus THE PLAN became policy. 

Modified by Anita Dial-Piera. Original 

source unknown 
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INTERVIEW 


On life at the Department of Health 

Dr Mark Prunty has been Senior Medical Officer in the Substance Misuse Team at the Department of Health for over four years. 
Here he reflects on his experience walking the corridors of power, and his hopes and suggestions as to how addiction psychiatry 
can progress... with some help from SCAN. Interview by Meredith T. Mora, SCANbites Features Editor. 


MM- What attracted you to the post of Senior 
Medical Officer (SMO) in substance misuse? 
MP -What attracted me to the post was what 
attracts me to substance misuse - having a 
variety of different roles. At that time I was 
working as a general psychiatrist half time and 
a drug and alcohol specialist in East Surrey but 
I also had my senior lecturer role at St 
George’s as head of the Education and 
Training Unit. The SMO post seemed an 
interesting, if somewhat unknown, 
opportunity and I decided to accept. Until I 
got into the role and started finding out what 
it’s like to be a civil servant I hadn’t really 
appreciated what was involved - there was a 
steep learning curve in the first few months. 


as a member or observer on a range of 
different committees, e.g. with Alcohol 
Concern, ACMD, or mental health-related 
work. There is some international work too, 
so the job has an enormous amount of variety. 
What I particularly enjoy are the opportunities 
where work needs to be done from the centre 
- that can’t be done solely at a local level e.g. 
providing funding for initiatives such as 
regional training in dual diagnosis, funding for 
research projects such as the heroin pilots, the 
development of the Hepatitis C guidance and 
funding SCAN. In the SMO role there is a 
greater possibility of influencing and 
contributing to general policy and specific 
initiatives. 


MM-. ..and what does your role entail? 

MP - I’m seconded as a civil servant to the 
Department of Health (DH) Substance Misuse 
Team, so my role is to share advice, 
knowledge and expertise within the policy 
team and within the civil service more 
generally (e.g. Home Office, DfES) in terms of 
their policy development. I advise ministers 
and the Chief Medical Officer on technical 
issues around substance misuse. I also 
respond to technical queries from members of 
the public and I contribute to responses to 
parliamentary questions or preparation for 
debates in the ‘House’. My role also involves 
forward thinking, scoping out what appear to 
be priority areas e.g. policy development, 
research projects or funding. A huge amount 
of the work is dealing with emails, reports and 
submissions to make sure as best I can that I 
am representing the views and needs of the 
substance misuse field, where this is needed 
for policy development or particular projects. 

I also attend and speak at conferences and I sit 



MM - How do you represent the voice of 
specialists in your work? 

MP - It’s crucial that the SMO is a link between 
a wide range of stakeholders including doctors 
and nurses so I’m not simply giving my view. 
Therefore, one of the things I do is formally to 
involve a range of expert advisors in projects. 
The function of the SMO is to draw in 
expertise so that policy development is as 
optimal as it can be in a specialist area. I think 
one of my qualities is negotiating with others 
around difficult issues, being able to facilitate 
consensus where it’s possible. I’m a facilitator 
rather than a lobbyist. It’s important for me to 
represent a range of opinion to colleagues or 
to Ministers, in addition to presenting the 
evidence base and what the weaknesses in the 
evidence won’t allow us to disregard. 
Therefore, I tend not to give just one view or 
the other; I often give both views and discuss 
the strengths and weaknesses. Then it is for 
those who are elected to determine the 
decision. My job is to make sure that I haven’t 
ignored or missed representing important 
views that would then make it difficult for a 
Minister, for example, to make an informed 
decision. 

MM-If much of your role is facilitation, how 
do you contribute individually? 

MP -Having been in the post for a number of 
years I have picked up where there seem to be 
weaknesses or strengths in policy 
development. At times opportunities arise 
where we could do something that might help 
with a particular issue. SCAN is a good 
example of that - there was an opportunity to 
respond to some of the support that was 
needed by specialists and I was in a particular 
position where I was aware of some of the 
difficulties and the issues. There was an 
opportunity for workforce development and 


some central funding so I was able to bring 
those bits of information together to obtain 
agreement to make something happen. 

MM- Tell me about some of your current work 
programmes. 

MP - Beyond all the day to day contributions, 
the key work programmes (from a medical 
point of view) include: following up on the 
development of the heroin guidance and 
injectable guidance with the implementation 
of pilots to see if we can improve the evidence 
base in that area, supporting SCAN’s arms- 
length development, the recently announced 
project to improve undergraduate training in 
substance misuse at medical schools across 
England and Wales. Gains here would be 
likely to raise the knowledge and 
understanding among doctors generally and 
may promote interest in careers for doctors in 
addiction thereby supporting specialist 
workforce development current research with 
the Royal College of Psychiatrists to frilly 
understand the roles and extent of the work 
of specialists. It’s an analysis of what 
specialists are doing and in what settings. 

We’re also working with the RCGP and 
RCPsych to review the range of practitioners 
and levels of specialism in addiction. 

MM- What is your view on SCAN and its 
vision? 

MP - Vital in my view is the independence of 
SCAN - the more independent it is, the more 
value we’ll get out of it centrally. Although we 
have a project management group that 
supports the work of SCAN (made up of DH, 
NTA & RCPsych), it’s not there to tell SCAN 
what they should be doing. Rather, it’s a 
matter of facilitating as best we can their ability 
to broadly achieve the objectives. The most 
important thing for SCAN to do is to engage 
the specialists because it will only be 
successful if specialists own it and make use of 
it. Therefore my view is that although one 
likes to have quick wins, actually this is a 
longer term development to be of significant 
value. I think SCAN’s first year has been 
successful in identifying the specialists and 
raising the profile of the group. It can now 
develop more products that practitioners at 
the coal face feel are meaningful and useful to 
them. I think its value is in two directions. 

The first is that specialists should feel that 
there is recognition by DH, the NTA and 
others that SCAN is an important body so that 
concerns, issues and positive contributions 
from practitioners can be heard and can 
influence policymaking and delivery 
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FAREWELL TO PROFESSOR EDWARDS 


mechanisms. The second is that SCAN can 
provide something useful for specialists to 
assist their own day to day practice. That may 
be SCAN providing a clear source of 
information, agreed with peers, about 
opportunities and benchmarks, or it might be 
the possibility of more active support, 
including the opportunity to visit colleagues. 
It’s about sharing with each other, not only 
‘best practice’ but also variations in practice. 
That way we can maximise confidence in 
making decisions about service delivery with 
often quite difficult patients. It can also be 
about sharing with colleagues, ways in which 
one’s worked with commissioners or with 
other services or non-statutory agencies - 
experiences that might be useful for others to 
be aware of. In this way the SCAN network 
can facilitate very real benefits for services and 
patients and for the multidisciplinary team. 


MM- Would you recommend policy posts to 
others? 

MP - Yes, though it might depend on your 
perspective. If you see your best contribution 
is around lobbying or about developing a 
particular agenda and promoting that then 
your contribution might be more positive by 
taking on that role very clearly. It could be 
through advisory groups, direct contribution 
of letters, or promoting ideas within the field. 
These are all very positive parts of the 
equation. For those interested in a policy 
role, my experience is that it’s great because 
you are in very frequent contact with national 
and international experts and senior 
colleagues, thinking about clinical issues and 
having time to consider the evidence base. 
However, as it has been mostly full time for 
me, there isn’t the same direct positive reward 
in terms of your one-to-one relationship as a 
clinician with a patient. 


"It’s our job 
to engage 
the field and 
respectfully 
act as a 
change 
agent.” 


MM- Yes, and that’s something that can be 
missed at the civil service level. How do you 
stay in touch with what’s happening “at the 
coalface”? 

MP - Absolutely, I definitely missed that and 
I’ve now gone back to one day a week of 
clinical work - leaving it 4 years ago was 
initially the most difficult transition. In some 
ways though there’s a much greater 
opportunity here to keep up-to-date clinically 
because it’s part of your role to review the 
evidence and discuss that with the key experts. 


MM-Finally, how can a wider group of 
addiction specialists be involved in 
influencing and shaping the agenda for 
change in the addiction field? 

MP - There is a package of initiatives that 
we’ve supported at DH. The NTA now has a 
Clinical Team, so as well as the SMO role here 
and with SCAN, we have an infrastructure 
that’s going to raise the profile of the specialist 
group. With the announcement of new 

Continued on page 4 ► 



Era ends at Addiction 


PROFESSOR Griffith Edwards 
has stepped down as Editor-in- 
Chief of the journal Addiction 
after 26 years at its helm. 
Professor Robert West will be 
officially in post as Editor-in- 
Chief from 1st January 2005. 
When asked about his decision, 
Griffith stated, “I had decided it 
was time to hand it over to a 
younger generation -1 strongly 
believe that one shouldn’t hang 
around until one falls off one’s 
perch. The real pleasure is 
watching younger people take 
it ahead. I’ve worked very 
closely with Robert West for 
many years and he is an editor 
of outstanding quality. I’ve put 
the journal into creative hands 
that will lead a creative team.” 

The journal has been 
notably stable in its editorship; 
over the last century there have 
been only 4 editors-in-chief 
with an average tenure of 25 
years. Griffith describes 
Addiction as an “international 
friendship network dedicated 
not to self-aggrandisement but 
to serving the scientific 
community in a true sense. 
We’ve always felt that rather 
than passively waiting for 
papers to come in, it’s our job 
to engage the field and 
respectfully act as a change 
agent in terms of enhancing the 
quality of debate, the quality of 
science. So, it’s a job with 
tremendous rewards.” 

Griffith will be staying on as 
Commissioning Editor, 
handling editorials, pieces for 
debate and interviews - 
material which makes up a 
quarter of the journal’s content 
and is key in driving forward 


connections between science 
and policy. 

Robert began working on 
the journal in 1985, as Assistant 
Editor. He then worked as 
Regional Editor covering the 
UK, Europe, Africa and Asia 
until a year ago when he 
became Deputy Editor-in-Chief. 

Robert doesn’t anticipate a 
disruption to the journal 
through the change in 
editorship. “I would say to the 
scientific community, to the 
industry interests and to policy 
makers that it’s business as 
usual. The journal is about 
being more than 
repository for 
science; it’s 
about making a 
difference. 

Science and 
policy 
connections 
and ethicality 
are part of the mission of the 
journal because you’re dealing 
with a highly politicised area, an 
area where there’s huge 
commercial interest. We will 
continue in Addiction with 
Griffith’s mission of bringing on 
the field and bringing on other 
journals. This means having 
collaborative relationships with 
journals that are starting up so 
that we can support them 
because this can only be good 
for the field as a whole. Taking 
over from Griffith is certainly 
daunting but with the 
wonderful team that he has 
established I am confident we 
can continue to develop our 
vision.” 

Meredith T. Mora 



SCANbites | WINTER 2004 3 









WORKING LIVES 


► continued from page 3 

funding, one of the crucial 
groups of players in development 
and service innovation will be the 
specialists in terms of helping 
that direction. What we need 
from specialists is an active 
engagement. There’s a particular 
window of opportunity in terms 
of an increased focus on quality 
as we’re already increasing 
numbers in treatment and the 
waiting times have come down so 
dramatically. I think an important 
contribution is about specialists 
defining their roles and the role 
of the specialist team, and 
contributing to the integrated 
care pathways under Models of 
Care. 



By Dr Alison Battersby, Consultant in Addiction Psychiatry, Plymouth Teaching PCT. 


MM- We’ve found the NTA has 
been very willing to get 
specialists on board in terms of 
consultation. The revised Models 
of Care for Drugs, Models of Care 
for Alcohol, waiting times, Tier 4 
- it’s all coming, and we can use 
the SCAN website so that 
consultation is a lot wider than 
it’s historically been. There will 
also be opportunities for input 
through other fora such as 
surveys and meetings. I guess 
what you’re saying is that 
specialists need to respond to 
that. 

MP -1 think that’s absolutely 
right. I think it’s not easy when 
they’re covering so many roles 
within their posts. However, we 
need to hear from them to be 
able to respond at the centre and 
SCAN can help to facilitate this. I 
certainly wouldn’t want to say 
that practitioners should be 
doing more work but hopefully 
there is an opportunity being 
created by these initiatives, and 
SCAN will be one mechanism to 
enable a more effective 
contribution, either in the local 
area or to national developments. 

From this interview I discovered 
the huge breadth of work that 
Mark is involved in to raise the 
profile of the substance misuse 
field within the Department of 
Health. He is clearly someone 
who chooses his words carefully, 
a crucial attribute for the work he 
does. However, I left the meeting 
with a genuine sense of his 
commitment to represent the 
views of specialists and other 
professional groups, and strong 
support for SCAN’s work. MM 


PLYMOUTH has always been thought of as a 
rather odd place, and it is. It looks as 
though someone dropped a northern town 
in the middle of a rural idyll. My patch, 
which covers Plymouth, some of South 
Hams and Tavistock have some very 
deprived (neighbourhood renewal) and 
some very affluent areas (eg Tavistock). So 
what made a nice girl like me move across 
the country? 

My husband felt that watching 
“Location, Location, Location” was as 
stimulating as watching paint dry but I have 
to disagree. The principles involved are the 
same as my move here as I identified an 
“up-and-coming” area and then moved to it. 
Plymouth is in the process of a major 
redevelopment with a surge of cappuccino 
bars and expensive loft-style living by the 
Harbour. Links to other places are rapidly 
improving as great swathes of Londoners 
buy second-homes in the southwest or 
downshift for quality of life. This has also, 
incidentally, vastly improved the quality of 
restaurants. Living 25 minutes away from 
work in the Tamar Valley in an area of 
outstanding natural beauty helped too. 

None of this would have been enough 
without a decent job. 

Plymouth as a medical centre is also 
rising from the once over-bombed city. The 
Peninsula Medical School is still a fledging 
but medical students are fun and these links 
are important to the day-job in the future. 

Derriford Hospital is also developing as 
the tertiary centre with specialist cardiac 
facilities and soon pre- and post-liver 
transplant care with Kings. When I talk to 
my colleagues I am struck by how tied they 
are by local management and the consultant 
contract, whereas Plymouth Teaching PCT is 
very supportive. They believe in fair pay for 
fair work, which is pretty fair in my book. 

They are also delighted if their staff want 
to be involved with the College or anything 
else that helps Plymouth develop and they 
even acknowledge that we are further away 


from the “main action” by giving us more 
study leave. There is a long-term aim within 
the consultant body to develop solidly and 
only recruit the right people to jobs even if 
that means not appointing to a post. 

Harbour Drug and Alcohol Service is 
again a rather peculiar agency that perhaps 
was suited to evolve in this environment. It 
was formed a year ago by the integration of 
stat and non-stat agencies with the intention 
of taking the best from both. The 
management is through the non-stat agency 
which is a registered charity but there is 
close involvement with the PCT and Social 
Services who form the partnership. Medical 
staff are based with the PCT with staff from 
the stat service out-posted. Does this work? 
Honestly? Yes and no. The learning curve in 
the past year has been vertical for all 
involved. We’ve had a year of ups and 
downs with disciplinary procedures and 
introducing new concepts to some staff like 
risk assessment and supervision. 

Despite the problems there is something 
rather magical about the service and its links 
and that’s the people. Our local structured 
day care, Hamoaze House (pictured), is an 
ex-admiralty building complete with 
ballroom with views over the sea and is run 
by Roma French who raises money for it 
through her daughter Dawn, so making it 
very cheap to run for the DAAT. Our local 
police liaison officer is great and has been 
known to give the odd bacon sandwich to a 
psychotic client to make them “all right”. I 
don’t think these relationships are the same 
in large cities. 

After a year here I feel I belong and that 
matters to me. It matters that one of our 
GPwSI is 73, rides a motorbike and was a 
senior medic in the Falklands war. It matters 
that another GPwSI has been known to wear 
dresses for am dram events (he’s male), and 
that another is the other half of the team 
that will soon debate with the local lawyers 

Continued on page 15 ► 
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SpR addiction training: is this as good as it gets? 


Dr Henrietta Bowden-Jones, Chair of the Addiction Specialist Registrars group, reflects on her year in substance misuse. 


WHEN I was asked to write a piece on 
SpR training I welcomed the chance to 
talk about my year in substance 
misuse. I wanted to share some 
thoughts about the opportunities our 
training offers and in so doing, to 
identify the factors which make 
training in addiction such an exciting 
choice. 

At the start of my job, aiming for 
quantity, and hopefully some quality, I 
decided to accumulate as many new 
experiences as I could in this field. 

This meant turning down no 
reasonable offers. 

At times these have initially 
appeared less than enticing, such as an 
afternoon visit to a well-known prison. 
In a meeting on substance misuse 
which took place in a locked cell I 
spent the hours wondering how 
quickly I could get out of the building 
in case of a riot by its 1,200 inmates. I 
have no recollection of what was 
actually discussed, but I did leave with 
the certainty that forensic addiction 
was not going to be for me. 

A close contender in terms of 
unpalatable offers was a satellite-linked 
lecture on addiction I agreed to do. 
The talk was shown simultaneously in 
three lecture theatres. At the merest 
flick of a switch I was able to inspect 
bored medical students chatting to 
each other in various London hospitals 


SpRs in Addiction 
...where are you? 

Your help is needed as part of a survey to 
identify the needs of SpRs in Addiction. 

Please contact Sue Galea or Amy 
Wolstenholme to tell us about your post. 

020 7972 2277 
scan@nta-nhs.org.uk 


while staring at a screen of me talking. 

I delivered the talk in half the planned 
time due to high levels of anxiety, and I 
realised with a hint of regret, that 
academic psychiatry was not going to 
be for me either. 

A month later I had not yet 
attended the SpR management course 
which teaches one how to turn down 
work offered by consultant colleagues 
who have been on the course. I 
therefore agreed to write a chapter on 
cannabis for a textbook. After several 
weeks of hard work, on handing in my 
draft I was told that my US 
counterparts were a team of four 
senior Yale researchers specialising in 
cannabis treatment. 

I have given these examples to 
illustrate how clinical work may not 
necessarily be what makes your SpR 
addiction year memorable. It will 
certainly be educational and necessary 
in terms of fulfilling Royal College 
requirements. It will hopefully also be 
enjoyable but other activities are vital 
in making SpRs feel part of a bigger 
picture. 

For some SpRs spending time on 
research projects and eventually 
publishing their work is one of the 
main driving forces of the week. Some 
of the most rewarding and exciting 
times in my training have been the 
hours spent on my MD, developing 
ideas and testing them out. It is 
something I would highly recommend 
to any new trainees in addiction. 

Others have special interests they 
have developed. This might entail 
holding clinics and writing papers thus 
becoming known as specialists in a 
small niche of addiction psychiatry. 

This interest can then be continued 
once they become consultants. 

Several others find attending 
conferences the best way to pursue a 
Personal Development Plan. One 
learns from colleagues during the day 
and at night to get the true picture of 
what the world of substance misuse is 
all about. 

Committee experience is another 
option for broadening our 
understanding of the discipline. I have 
found my role as SpR representative 


on the Faculty Executive Committee 
extremely rewarding both 
intellectually and personally. 

The final, and possibly the most 
rewarding of activities available to us 
through our training, is the annual 
SpR addiction conference which was 
started four years ago by our 
predecessors. It has allowed us to get 
to know each other in a relaxed and 
friendly atmosphere. It is an 
opportunity to ask questions about a 
future career in the field of addiction 
and discuss our plans with colleagues 
as well as learn from the seminars. 
New consultants are welcome and we 
hope more will attend to talk about 
their recent experiences in their new 
jobs. 

Next year’s conference will be 
organised by the London SpRs and 
will take place in June. If you are 
interested in organising the 2006 
meeting please contact me. This too 
can be an exciting training experience 
which could make your year a 
memorable one. 


Henrietta Bowden-Jones 

Imperial College, London 

Chair of Addiction Specialist Registrars 

h. howdenjones@imperial. ac. uk 
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DRAFT MENTAL HEALTH BILL 


A mental health bill without exclusions 

In September this year the Government published a revised draft of the new Mental Health Bill. This is now subject to pre¬ 
legislative scrutiny by parliament. Many aspects of the bill have attracted critical comment from a variety of organisations and 
there are particular implications for statutory services working with substance misusers. Dr Jon Barnes provides his perspective 
on the implications of the Bill. 


THE Bill specifies procedures to be 
followed should it be necessary to treat 
someone for a mental disorder. Patients 
will be liable for compulsory treatment if 
they meet a broad, vague and circular 
definition of mental disorder together 
with a set of “relevant conditions”. These 
are reproduced below. 

Definition 

Mental disorder means an impairment of 
or a disturbance in the functioning of the 
mind or brain resulting from any 
disability or disorder of the mind or 
brain. 

Relevant conditions 

• The patient is suffering from a mental 
disorder. 

• The mental disorder is of such a nature 
or degree as to warrant the provision of 
medical treatment. 

• It is necessary that medical treatment 
be provided for the protection of the 
patient from suicide or serious self- 
harm or serious self-neglect of his/her 
health or safety, or the protection of 
others. 

• Medical treatment cannot lawfully be 
provided to the patient without the 
patient being subject to part 2 of the 
bill. This condition does not apply to 
patients over 16 who are at substantial 
risk of causing serious harm to other 
persons. If there is a substantial risk of 
someone causing serious harm to 
others, no proof is required that it was 
necessary to bring the person under 
formal powers. 

• Medical treatment is available which is 
appropriate to the patient’s case, taking 
into account the nature or degree of the 
patient’s mental disorder and all other 
circumstances of his/her case. No-one 
can be brought under formal powers 
unless treatment is available in the 
individual case. 

The conditions for the application of 
formal powers are set out in part 2 of the 
Bill and differ in a number of respects 
from the 1983 Act. For instance, the 1983 
Act specifies that a person should not be 
seen as having a mental disorder simply 
because of dependence on alcohol or 


drugs, sexual deviancy or amoral conduct. 
The draft Bill contains no such exclusions. 
Through a single definition of mental 
disorder, those drafting the Bill may have 
sought consistency at the expense of 
clarity. This contrasts with the 2003 
Scottish Act which provides a much more 
clear-cut definition altogether which 
excludes dependency on, or use of, 
alcohol or drugs. 

It is unreasonable to deny a person 
necessary assessment and treatment on 
the grounds that their mental disorder is 
associated with, or is a consequence o£ 
addiction. However, there will now exist 
the potential to detain people solely on 
the basis of drug or alcohol misuse should 
they meet the relevant conditions. Risk of 
harm is implicit in a substance misuser’s 
lifestyle. Frequently these risks are serious: 
for instance the drinker who continues in 
the face of deteriorating liver function, the 
injector using the femoral or jugular veins 
or the tobacco user who continues to 
smoke despite serious arterial disease. It 
appears that such people who decline 
medical treatment for their addiction will 
be potentially liable for detention if the 
Bill is passed in its present form. 

It might be questioned whether such 
cases would conform to the condition that 
medical treatment is both available and 
appropriate, taking into account the 
nature of the disorder and other 
circumstances. The definition of medical 
treatment in this Bill - shown in italics at 
the foot of this column - would certainly 
appear to include approaches to substance 
misuse - although one might question the 
appropriateness of coercing people into 
treatment given the paucity of evidence for 
effective compulsory interventions. 

Further, it is conceivable that in time 
medical treatments might routinely 
include the use of depots or implants for 
the treatment of substance misuse. They 
too could be administered within the 
terms of this Bill particularly for those 
liable to relapse. Would we be expected to 
compel people to undergo such 
treatments even when living in the 
community? 

Medical treatment is treatment for a 
mental disorder provided under the 
supervision of an approved clinician and 
includes nursing, care, psychological 


interventions (e.g. 
cognitive therapy) 
habilitation 
(including 
education, and 
training in 
work, social 
and independent 
living skills) and 
rehabilitation. 

It may be argued 
that compulsory 
detoxification 
would allow time 
for the patient to 
reconsider treatment and rehabilitation 
options. In practice, it is usually the case 
that people will accept and benefit from 
detoxification and rehabilitation 
opportunities when psychologically ready 
for such approaches. 

Coercive measures are as likely to 
deter as encourage. Where would this 
compulsory treatment take place? General 
adult admission units have problems 
enough with illicit drugs and lack capacity 
to cope with a new, young, active and, no 
doubt, disgrunded client group. In 
addition, the prospect of compulsion and 
incarceration would act as a deterrent to 
those considering approaching treatment 
services. 

The potential to detain substance 
misusers without co-morbidity will raise 
public expectations of treatment services 
whatever the actual operational 
characteristics of the Act. Requests for 
detention will be directed in the first case 
to the relevant NHS body - likely to be the 
local Mental Health Trust. Any person 
may request an examination (eg carer, 
neighbour, social worker, police or multi¬ 
agency panel). A flood of such requests 
may be anticipated. 

If this Bill is enacted without change it 
is at least to be hoped that those drafting 
the accompanying Code of Practice 
recognise and manage public expectations 
of substance misuse services by setting out 
clear general principles to guide decisions 
concerning the use of compulsion with 
special reference to uncomplicated 
addiction 

J C Barnes Consultant Psychiatrist, 
Somerset Drug Service 
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AUDIT COMMISSION REPORT 


Drug Misuse 2004; Reducing the local impact 

Drug Misuse 2004 was published in November, the first Audit Commission report since Changing 
Habits in 2002. Two addiction psychiatrists consider how great its “local impact” will he. 



ALSO titled Criminal justice, National report 2004, this report’s 
perspective is that of crime reduction and community safety From a 
user or treatment perspective a report about extending and integrating 
the scope of local interventions would surely be titled ‘Increasing the 
local impact’. 

The report examines the nature of services required for a broad base 
of social interventions to facilitate recovery from illicit drug use, noting 
that the same issues would enhance recovery from alcohol problems. 
This observation is welcome. It examines these needs using two 
concepts; the ‘recovery journey’ of the user and the commissioner 
‘journey’. It is written in non-specialist language and is aimed 
primarily at commissioners and managers. 

The absence of a treatment provider in the working group is apparent 
throughout. Social resources and interventions, are construed as 
‘follow-on’ elements, essential to the recovery of most service users. 
This term frustratingly fails to recognise the need for broad based 
social interventions to be delivered in direct conjunction with 
treatment at all stages, often for many months or more. Case examples 
throughout do however redress some of those conceptual gaps quite 
effectively. 

Chapter 2 provides a clear focus on public policy, highlighting that 


health and criminal justice services and values are not mutually 
exclusive in their goals and can develop a common vision. The notion 
of effective partnership working is a core theme. 

There is a useful examination of the often forgotten needs of partners 
and families though the term Carers is not adequate or appropriate. 

The report’s recognition of the need for a broad base of interventions 
is, of course, not new to users or 
providers of treatment services. But we 
should welcome this official 
recognition that something more than a 
clinical or prescribing intervention is 
essential and that it should be 
commissioned proactively. The report 
will be helpful to us if we can gloss over 
the gaps in its understanding of clinical services and, instead, get to 
know its content as a means of reminding commissioners and D(A)ATs 
of the real scale of the needs of drug and alcohol users and the 
necessity for effective local partnerships based on sustained funding. 

Dr Daphne Rumball 

Consultant in Addiction Psychiatry 

Norfolk and Waveney Mental Health Partnership Trust 


This report will 
be helpful to us 
if we can gloss 
over its gaps in 
understanding 


IT is right that £600 million of taxpayers’ money spent on drug 
addiction should be carefully audited, but this document does not 
hit the mark. The style grates, a mixture of drugspeak and Peter and 
Jane. One example: “Communities are adversely affected by 
problematic drug use, and people are key to tackling it 
successfully.” I guess that’s right - it won’t be gerbils or terrapins, 
for sure. A cheesy soap opera interrupts the text. “Will the local 
carers’ helpline have good news for Pat, or must she just cope on 
her own?” We are glad to hear later that she has “turned a corner”, 
and moreover “when Tracey brings the baby over to Pat’s, they all 
feel safer... the new council waste bins in the park mean less 
discarded needles.” And all around the squirrels romp and the 
bluebirds sing! Is this stuff really helpful? Since we are dealing with 
a crucial area of government expenditure, let us at least have an 
adult report. 

The report acknowledges that “there has been impressive progress 
since 2002 when the Audit Commission report, Changing Habits, 
recommended wider and more flexible community-based drug 
treatment services for adults”. Nice to know, but not just their idea! 
This time round they recommend better accessibility, more choice 
and higher quality of care, goals that are in practice not always 
mutually compatible. They urge more user and carer involvement, 
appropriately so. They worry rightly about 34% patients dropping 
out of treatment before twelve weeks, but do not mention the 
opposite problem of people staying in treatment long-term without 
making any therapeutic advance. 


I am not sure anyway why they feel qualified to make treatment 
recommendations. Their job should surely be to look at the process 
underlying local and national treatment decisions, and how 
efficiently resources are allocated. [-jQyy pp | r |-j Q-f 
They report that “many psychiatrists 
specialising in addiction are 
frustrated with the way that their 
services are commissioned”. And it 
seems that psychiatrists are right all 
along because “there is little evidence 
locally of commissioning decisions 
being based on proven effectiveness and value for money”. 


the £ 600 m 
reaches the front 
line? I remain 
unenlightened. 


This is such a serious accusation that I would expect it to dominate 
the Summary section of the report, but in fact it is hardly mentioned 
there at all. This is surely what the Audit Commission should be 
getting its teeth into. Do DATs work at all? How is their money 
spent? Are add-on programmes such as DTTOs and DIP cost- 
effective, or would they be better integrated into mainstream 
treatment? How does the NTA spend its money? How much of the 
£600 million actually comes through to front-line treatment? 


I put down this report unenlightened. 


Dr Tom Carnwath 

Consultant in Addiction Psychiatry 

County Durham Addiction Service 
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IMPLEMENTING MODELS OF CARE 


Wait loss programmes for drug users in 
West Sussex, 2001 - 2004 


Dr Rob Jackson, Clinical Director, Substance Misuse Care Group, West Sussex Health & Social Care NHS Trust, gives his experience 
of implementing Models of Care for Drugs at a local level. 


WHEN the drug misuse 
services in Western Sussex 
(Chichester, Bognor, Midhurst) 
started in the late Eighties in 
response to the threat of 
HIV/AIDS, new resources 
allowed the creation of a 
substance misuse team (SMT - 
the Summit). 

We started prescribing 
methadone. To begin with, we 
saw everybody in an out¬ 
patient mini-ward round every 
2, 4 or 6 weeks, and key¬ 
working took a secondary role; 
but the numbers and pressure 
on medics’ time became so 
excessive that we changed the 
care process drastically and put 
the emphasis on prescribing 
decisions being taken by the 


of the millennium, we started 
to think about whether 
everyone really needed the full 
package of individual reviews, 
or whether care could be 
staged. 

It was at this point in the 
evolution of thought in 
Western Sussex that the DAT 
(now DAAT) and Models of 
Care provided a big kick to the 
development of other services 
countywide - “street” advice 
and information, and 
structured day care, were 
required in most localities. 

Soon after the NTA was 
formed in 2001, the West 
Sussex DAT asked the various 
addictions services in the 
county if they wanted to pilot 


The biggest challenges 
were: excessive waits for 
prescribing treatment and care 
planned counselling; a lack of 
“street” and other agencies 
providing day care and through 
care, or where such agencies 
did exist, poor links, structures 
for exchanging information and 
cross-referrals, and working 
relationships overall; and (we 
now know) a lack of flexibility 
in how, and to whom, 
prescribing and counselling 
were provided. 

Another challenge was the 
seven-year delay in the National 
Alcohol Harm Reduction 
Strategy for England. This 
created severe planning blight, 
but even since its publication 


implementation, it is 
unreasonable to make too 
many changes at once. We 
were already adjusting to 
triage, new tier 2 and 
structured day care services, 
and a considerably improved 
DAAT-led process for 
accessing tier 4 detox and 
rehab. Details of the 
assessment tools are available 
on the NTA, SCAN and 
Alcohol Concern websites, 
and also in the Alcohol 
Concern newsletter, Good 
Thinking 5. (See weblinks 
below.) 

The waiting times came 
down significantly, but not 
enough. Triage is fast, but 
once into tier 3 prescribing 


"Positive change is possible through a constructively critical attitude to one’s own current practice.” 


whole team in a team meeting. 
After initial medical review, the 
key-worker did most of the 
client work (which we would 
now call care planned 
counselling), and further 
medical reviews were booked 
only as needed. Prescribing 
and care planned counselling 
went hand in hand from then 
on until very recently. 

At that stage the numbers 
in treatment were low enough 
that we ran a drop-in clinic. 
However the increase in new 
cases over the 90s led first to 
appointments being offered, 
then to an initial contact 
process to screen referrals and 
weed out inappropriate ones 
(but, as there were few 
alternative services, very few 
went elsewhere). 

The waiting lists went up 
and up (by 2001 reaching 6 
months in the worst case), but 
we still strongly preferred the 
key-worker/care coordinator 
model. However, by the turn 


some of the changes envisaged 
in the draft report, Models of 
Care, whose implementation as 
the equivalent of a National 
Service Framework for the care 
of drug misusers was one of 
the NTA’s first decisions. 

West Sussex’s services had a 
number of strengths, but also 
some serious gaps. Among the 
strengths were a good range of 
substance misuse teams with 
experienced and motivated 
staff including some excellent 
nurses and psychologists as 
well as medics, and a proactive 
DAT keen to link investment of 
new monies to modernisation 
and achieve targets against 
significant challenges. We had 
also just relaunched shared 
care with a model in Western 
Sussex which has proved 
remarkably successful both in 
engaging GPs and in good 
outcomes through catching 
clients early, and this has since 
been replicated across most of 
the county. 


we have seen neither specific 
resources for treatment of 
problem drinkers nor specific 
targets as yet for 
commissioners. Services for 
problem drinkers were, and 
still are, piggy-backing on drug 
services for resources, despite 
commendable efforts to clarify 
the issue with PCTs and the 
SHA, and national 
representations and campaigns. 
Models of Care (Alcohol) may 
help with targets and 
coordination, but there seems 
little prospect of specific 
monies. 

Locally, we responded to 
the challenge by agreeing to be 
one of the pilot sites for triage 
assessment. Along with newly 
commissioned non-statutory 
services, this has ensured that 
since 2002, clients go to the 
right door instead of waiting 
ages outside the wrong door, 
especially as there were then 
serious access and capacity 
problems in the longest- 
established services. 

In terms of 


and care-planned counselling, 
during 2003 the stream 
slowed down. The triage 
motorway led to a tier 3 car 
park. 

Could we change any 
inefficiency in the system, 
while still providing safe care 
which motivated and 
supported clients in 
changing? Some of our teams 
had started to revisit the idea 
of stages of care within Tier 3. 
We discussed the problem at 
an Awayday with all the teams 
providing tier 3 services in the 
Trust. 

We were concerned that 
either early in their treatment 
career, or very late on when 
they are on maintenance, 
clients were not using care 
planned counselling for real 
change. When just stabilising, 
many clients are not ready to 
discuss potential life changes 
in detail. Later, a law of 
diminishing returns sets in; 
local data confirms this, in 
that by 2003, data from the 
Sussex Treatment Outcome 
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Research Study (STORS data - 
which we use for our NDTMS 
returns) had shown that the 
biggest reductions in risk 
factors were occurring in the 
first six months of treatment. 

In the Awayday we looked 
at existing low-threshold 
services elsewhere in which 
large numbers of clients were 
given methadone at “street” 
level, and we were worried 
about the potential for street 
diversion and the failure to 
review toxicology or encourage 
“clean” behaviour in some of 
these services. 

We needed a compromise, 
in which clients were seen 
individually and support to 
change was available, 
toxicology and limit-setting 
were the norm, and risk factors 
were reviewed, but the detailed 
interviews (which bore some 
clients and encourage 
unhealthy dependent alliances 
in others) were reserved only 
for those clients currently able 
to make real use of the time to 
change, or for those clients 
with enough risk factors to 
require coordination of care 
with other agencies. 

What resulted was a 
completely new care pathway, 
in which care planned 
counselling is a specific 
treatment modality, de-linked 
from community opiate 
prescribing. This care pathway 
is also on the SCAN website. 

Low Intensity Prescribing 
Service (LIPS) clinics were 
piloted, initially in Bognor, to 
review community prescribing 
(detoxification or maintenance) 
separately from care planned 
counselling or care 
coordination. These are, in 
effect, nurse-led outpatient 
clinics. The model is not new; 
nurse-led clinics are common 
elsewhere in the NHS. Does 
anybody remember lithium 
clinics, run by CPNs? 

The first LIPS clinic started 
off in Bognor in August 2003. 
The results have been dramatic, 
and more impressive than the 
waiting list reductions when 
triage was introduced. Each 
half-day a nurse spends in a 
LIPS clinic can provide robust 


and structured support to a 
caseload of between 12 and 20 
clients, seen weekly, fortnightly 
or monthly. Low intensity does 
not mean low dosage; we 
prescribe whatever suits the 
client, up to the standard NTA 
guidelines. 

The clients taken off other 
workers’ caseloads were rapidly 
replaced by others off the 
waiting list. The pilot was 
rapidly copied, with local 
variations in practice, in all the 
teams across the county 
(except one where sites to run 
clinics are at a premium). 

Some of the teams have 
completely cleared up their 
waiting lists, with the positive 
spin-off that we are able to see 
some alcohol clients a bit more 
quickly. 

We have since heard that 
other services (e.g. in NW 
Surrey) run nurse-led clinics 
and have done for years; but 
those services, even if they have 
nice short waiting lists, do not 
realise they have been working 
with a good idea for years, and 
may not have made any noise 
about it. 

Some may worry about a 
trend to delegation of 
“medical” responsibility to 
nursing staff. However, there 
are plenty of parallel moves 
that would robustly support 
this: Agenda for Change, skill- 
mix reviews, DANOS 
competencies, and advanced 
nurse practitioners. If you 
want to go the whole hog and 
have the nurse sign the scripts, 
there are Patient Group 
Directives. We are not at that 
stage yet, but there is no 
impediment to it either within 
the Trust or the DAAT. 

The process has followed 
the “Plan Do Study Act” cycle as 
taught in change management 
seminars; but has been overall 
a locally led initiative. We have 
done the DAAT’s and NTA’s 
targets no harm, but more 
important are the people we 
are seeing quicker. The key 
learning point is that positive 
change is possible through a 
constructively critical attitude 
to one’s own current practice, 
and collective creativity. 
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BOOK REVIEW 


Royal College of Psychiatrists 
Substance Misuse Faculty 
News 

Chair of the Faculty, Dr Eilish Gilvarry, 
provides an update 

THERE has been a change in the 
executive membership from July, my 
thanks to all those who left after their 
period of office and a welcome to the 
new membership. 

The College has been busy over the 
past few months. 

The second draft of the Mental 
Health Bill has been released and is 
being reviewed by a Select 
Committee at present: this is a major 
issue for the Faculty but principally 
for those in England and Wales. The 
College response to the Bill can be 
seen on www.rcpsych.ac.uk Alcohol 
and drugs are still considered to be 
included in the criteria. It is true to 
say that there is minimal support for 
this in the faculty but, surprisingly, 
some parts of the voluntary sector 
have lobbied for this inclusion. Many 
ideas were considered at our latest 
faculty meeting - there will be more 
on this in the very near future. 

The College has prepared briefings 
on the Mental Capacity Bill and this 
is on the web also. There is an 
ongoing review of mental health 
services in Northern Ireland. Dr Billy 
Gregg is leading on this for 
addiction. 

The College has organised a 
number of scoping groups looking at 
many diverse issues relevant to the 
Faculty; competence of the expert 
witness and other related legal 
issues, physical health needs and 
management of psychiatric patients, 
roles and values of psychiatrists and 
supporting doctors. 

College devolution is continuing; we 
are in discussion to ensure that all 
English divisions will have addiction 
representation. 

Many documents are being reviewed 
such as the Role of Consultant; 
Guidelines for Police Surgeons; 

Good Psychiatric Practice; Safety of 
Trainees; and Prison Psychiatry. 

We continue to be actively involved 
with Government departments and in 
many committees such as with NTA 
Models of Care for Alcohol and 
Drugs. 

I would greatly welcome comments, 
and ideas on what the Faculty 
should do, organise, etc. Please 
contact me with any of your 
thoughts. 

eilish. gilvarry@nmht. nhs. uk 


Young People and Substance Misuse 

Edited by liana Crome, Hamid Ghodse, Eilish Gilvarry & Paul McArdle 
Reviewed by Tom Aldridge, NTA Young Persons Manager 


T his book, published by the Royal 
College of Psychiatrists in 2004, 
illustrates clearly the speed with 
which policy, research and service 
delivery have changed so much in the past 
two years. 

In the time between this book being 
written and published we have had Every 
Child Matters (2004), Hidden Harm, a 
National Service Framework for children 
and young people, the Children Bill (2004), 
the Criminal Justice Act (2004) and future 
Bills relevant to children and young people 
identified in the Queens speech in 
November. All of these have, or will have, 
important and far reaching effects on the 
lives of young people as indeed has the 
Revised Drug Strategy (2002). 

Every Child Matters: Next Steps and the 
Children Bill set out a range of proposals 
that will strengthen children’s services and 
improve accountability The basis of the 
proposals is the 5 outcomes that the 
government wants to see for every child and 
young person. These are: Being healthy; 
staying safe; enjoying and achieving; making 
a positive contribution; and economic 
wellbeing. These five outcomes are going 
to: determine how children’s services are 
going to be commissioned, delivered and 
inspected; be the basis for a common 
assessment framework; provide a 
framework for occupational standards for 
staff working with young people, and will 
eventually, I hope, lead to an integrated 
system of child-focused commissioning 
where the treatment of young people’s 
substance misuse needs will be integral to 
the strategic planning of all children’s 
services. 

Unfortunately none of these are 
mentioned in this book, which in a way 
seems to be written in a vacuum. But it is a 
vacuum with meaning. 

The authors through the HAS review 
(The Substance of Young Needs; Gilvarry 
et al., 2001), and many other publications, 
have addressed issues about service 
provision and provided the young 
people’s substance misuse field with 
virtually its own National Service 
Framework. In many ways these 
anticipated the need to move towards a 
child-focused rather than a substance- 
focused system for delivering services. The 
pity is that so few people commissioning, 
managing or working in the young 
person’s treatment system have read or 


understood the principles behind the HAS 
review 

But so far this is a review of what isn’t 
there. Let’s consider how this book can help 
develop interventions within the treatment 
system. The book considers in some depth 
issues of prevention as well as treatment but 
I am going to focus on the treatment 
aspects not simply due to limitations of 
space, but because in an area where 
evidence based practice is so rarely 
identified, this is one of the few areas where 
research on ‘what works’ is highlighted. 

The chapter on psychiatric comorbidity 
argues succinctly about the need for close 
links between children’s mental health and 
substance misuse services. The chapter on 
assessment identifies a framework for 
substance misuse practitioners that could be 
used to complement the new National 
Assessment Framework, whilst the chapter 
on treatment considers some evidence that 
treatment works, describes a range of 
psychological interventions with research 
details on evaluations, but has a far too 
short description of pharmacological 
interventions in this group. 

These three key chapters provide 
insight, stimulation and a range of useful 
references to support the authors’ 
observations. However, these chapters and 
others also highlight just how much work 
still needs to be done. We need much more 
research to inform evidence-based practice. 
We need models of good practice for 
pharmacological interventions. We need a 
better understanding of the relationship 
between adolescent mental health and 
substance misuse, and we need to recognise 
that, whilst the number of young people’s 
treatment services has risen dramatically 
over the past three years, the quality of such 
services varies enormously 

We need models of good service 
delivery The authors have addressed these 
issues elsewhere, and this book continues 
to identify the omissions. In my role of 
reviewer, the book will have failed if steps 
are not taken to address these omissions 
within the new and developing 
context of Every Child Matters. 



References: Crome, I.B., 
Ghodse, H., Gilvarry, 
E., & McArdle, P. 
(Editors) (2004) 

Young People and 
Substance 
Misuse. London: 
Gaskell. 
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REVIEW 


Choosing Health? 

The Public Health White Paper, Choosing Health: Making Healthy Choices Easier, is 
reviewed by Dr Jane Marshall, Consultant and Senior Lecturer, King's College 
and South London and Maudsley Trust, London 


T he white paper Choosing Health: 
making healthy choices easier, 
published in November 2004, 
sets out the government’s 
agenda for tackling a wide range of public 
health issues including smoking, obesity, 
mental health, sexual health and alcohol. 
The vision is of an NHS offering not only 
treatment, but also health improvement 
and prevention services, “supporting 
individuals in the healthy informed 
choices that they make”. The white paper 
promises “a new approach to health 
policy”, to build “services around people’s 
lives” in response to “a raised demand for 
health”. 

The language of this brave new world 
is bland and somewhat tired and cliched. 
For instance: “National Clinical Directors 
are already working with local clinical 
networks to drive improvements set out in 
National Service Frameworks”. Primary 
care trusts (PCTs) are to be given “the 
means to tackle health inequalities and 
improve health”. NHS staff, “among the 
most respected and valued people in 
England” will put the plans into action, 
and a National Health Competency 
Framework developed to give them the 
training and support they need “to 
develop their understanding and skills in 
promoting health”. Elements of this 
training will be shared with workers in the 
voluntary and community sectors. 

In order to tackle health inequalities 
“head on”, new, innovative models of care 
will be developed and new health trainers 
will “provide a key part of that 
infrastructure”. NHS organisations will 
also work in partnership with local 
government and the independent sector. 
By 2008, 3,000 Community Matrons will 
take on responsibility for case-managing 
patients with complex health problems. 

Initial work will concentrate on 
building a new local infrastructure for 
improving health, addressing the needs of 
certain groups (older people, people with 
mental health problems and people in 
prison), and “tackling the big lifestyle 
issues” (smoking, obesity, sexual health 
and alcohol). Better services are promised 
to prevent and treat alcohol problems. 
Pharmacists, “working at the heart of 
communities will have “real opportunities 
to offer health messages and advice on 
issues such as diet, physical activity, 
alcohol, stopping smoking...”. No 


mention is made of population strategies. 
Individual informed choice is the key. 

Smoking, obesity, mental health and 
sexual health are the priorities, with 
“alcohol” in its usual Cinderella spot. 
Smokers will be targeted in order to 
reduce smoking prevalence to 21% or 
lower by 2010. NHS Stop Smoking 
Services will be “mainstreamed” and PCTs 
given clear targets. However, smokers who 
do not want to use these services will be 
offered support through alternative 
routes. The epidemic of obesity with its 
coincident health risks including diabetes, 
heart disease and cancer is given 
significant attention. PCTs will be given 
guidance on priorities and planning, and 
from 2006 will get extra funding to 
strengthen capacity. It is proposed that the 
independent sector play a key role in 
providing effective behaviour change 
programmes. NHS sexual health services 
will be transformed with new capital and 
revenue, and delivered through flexible 
multidisciplinary workforce in a range of 
settings. 

What about alcohol, arguably still 
“Britain’s Ruin”? It threads its way through 
British life and is closely linked with the 
other challenges outlined in the white 
paper. Little is made of these links, and 
alcohol is kept firmly in the Genie’s bottle. 
There are no population targets for 
reduction in drinking, as there are for 
smoking. The effect of alcohol on the 
mental and physical health of the 
population is not discussed. The white 
paper promises to “build on the 
commitments within the National Alcohol 
Harm Reduction Strategy for England”, 
but no details are elaborated. Targeted 
screening and brief interventions in both 
primary care and hospital settings, 
including A & E Departments are 
highlighted, also similar initiatives in 
criminal justice settings. Education will 
continue to be a key initiative, despite the 
lack of a robust evidence base. That the 
independent sector has a responsible role 
in public education is astonishing and a 
source of continuing worry. 

Meanwhile the Genie is already out of 
the bottle. The only problem is: the 
government hasn’t noticed. 

This document can be found at 

www. scan. uk. net 


NTA Clinical Team update 

from Addiction Psychiatrist and Team 
Lead Dr Emily Finch 

FROM January the team will have 
a clinical psychologist working 
with them for one day a week. 

They will be preparing guidance 
on the psychological aspects of 
treatment for drug users, on 
workforce issues for psychologists 
and helping the team with clinical 
queries. 

The guidance for the heroin pilots 
is now on the website. The heroin 
working party is continuing to 
meet and will prepare guidance for 
clients who are already in receipt 
of injectable medication and those 
who are commenced on new 
injectable prescriptions outside of 
the new pilot clinics. 

Work with a group from the 
RCPsych and the RCGP is coming 
to fruition and we now have a final 
draft of a document outlining the 
competencies of doctors, mainly 
addiction psychiatrists and GPs, 
who work with substance users. 
The document is aimed at 
commissioners and should help 
them commission medical input 
appropriately. If anyone would like 
a copy of the document to 
comment on please email me at 
emily.finch@nta-nhs.org.uk. 
Alternatively, it will be available for 
comment on the SCAN website at 
www.scan.uk.net. 

Nat Wright, my GP colleague is 
working with primary care on good 
practice in care planning and a 
consensus day is planned to reach 
agreement on this. He is also 
looking at models of shared care 
and how they have developed. We 
hope to produce a document on 
good practice models by the 
Spring. 

There has still not been any 
change in the regulations which 
will allow nurses to prescribe 
controlled drugs for addiction 
under the supplementary 
prescribing regulations. In the 
interim, the clinical team nurse 
Shan Barcroft is doing work on 
PGDs and other ways in which 
nurse prescribing can be carried 
forward. 

As ever, I am always happy to be 
contacted by any members of 
SCAN who feel I may be able to 
help with clinical or service issues 
or indeed just want to spill their 
complaints into an email. 

emily. finch@nta-nhs. org. uk 
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ST HILDA'S 


St Hilda’s 

Substance Misuse Service 


im 


“Putting St Hilda’s Integrated Trust at the heart of the NHS” 



opportunity to send 
the flame email that he 
was composing in his head, 
which is probably just as well. 


Episode 3- Taking the p*** 

by Ron Measley, staff writer 


“VE HAF one main item on ze 
agenda today: Cozt 
Improuvement,” said Norbert 
Sangfroid, Chief Executive of St 
Hilda’s Integrated Trust 
addressing the assembled throng 
of the great and good of St 
Hilda’s. “I ’av great plaisir in 
velcoming to ze meeting Tarquin 
Blazer, senior cost improvement 
advisor, from ze veil known city 
firm of management consultants 
Ripoff and Alfwit. Monsieur 
Blazer’s firm ’az been appointed 
to cut ze costs at St Hilda’s.” 

“To cut down on 
unnecessary waste of NHS 
resources,” interjected Matron 
Felicity Wrench-Cutter, tersely. 

“Yez, yez. Votever. Tarquin 
’az been looking at places ouere 
ze cutz vould be least 
douloreux.” 

“Can’t you learn to speak 
the bally Queen’s English, 
Sourfruit?!” observed Sir 
Edmund Ballsworthy, Chairman 
of the Trust Board, irritably. 
Meetings before noon had 
always seemed to him an 
unnecessary hardship in the 
pursuit of lucrative non¬ 
executive retainers. “Well, 

Badger, get on with it, man!” 

Many years in the city of 


vipers had sharpened Blazer’s 
mettle as well as his mastery of 
meaningless but technically 
elaborate PowerPoint 
presentations. But he had hoped 
that Sir Edmund would have 
remembered his name, given 
that it was he who had offered 
Tarquin the job at Ripoff and 
Alfwit some years earlier. This 
took place shortly before Sir 
Edmund was bestowed his 
Knighthood (for services to 
corporate greed, an honour 
richly deserved, and for a 
generous backhander to Mrs T’s 
re-election war chest) during 
better times for the City. 
Undeterred, Blazer removed his 
jacket (Blair-style) to emphasize 
his sincerity. 

“Thank you, Chairman. We 
have carried out a bottom-up, 
laterally integrated, cross-cutting 
analysis of concentrically 
embedded financial cost centres, 
to achieve evidence-based cost 
improvement measures of low 
risk to key areas of core business 
opportunity in line with 
principles of best value, taking 
stock of inward investment from 
public/private partnership, and 
best practice modernisation 
parameters.” 


As he paused to draw 
J breath and move to his next 
slide, Sir Edmund felt moved to 
interject. 

“Gawd save us! Does no one 
here speak English? What are 
you on about, man? How are 
you going to save us a million 
quid?” 

“Thank you, Chairman,” said 
Blazer obsequiously. “The 
Substance Misuse Service.” 




CHRIS Meek had just been 
connected to and achieved a 
passable level of proficiency with 
the Trust’s email system. He was 
excited to receive his first email, 
which turned out to be from the 
Substance Misuse Service 
Manager, Lucy Makepeace. 

Lucy’s name, in fact, belied her 
management style refined at the 
Slash and Bum School of NHS 
Management. 

“Subject: Quick wins. 

The Trust Board is looking 
for some quick wins in terms of 
cost improvement. At its meeting 
today the Board has directed the 
following changes to the 
Substance Misuse Service: 1. All 
patients on methadone are 
henceforth to be changed to 
annual scripts to cut down on 
unnecessary dispensing costs. 2. 
Your request for secretarial 
support has been denied due to 
the prevailing financial climate. 

3. Your inpatient beds will close 
and be directed to the private 
sector. 4. Urine testing costs are 
to be halved with immediate 
effect. Yours, Lucy. 

RS. Compliments of the 
Season” 

Just at that point the 
hospital’s computer network 
crashed denying Meek the 




“HOW can they do this? It’s just 
not safe,” said Meek when at 
last he met with Ms Makepeace 
who had made one of her rare 
appearances in the clinic. 

“The Board doesn’t think 
that patients should be worrying 
themselves about our safety. 

And in any case I have come up 
with an ideal solution to the 
urine costs. I was surfing the 
web the other night and found 
an Austrian chemist who is 
running a course for health 
professionals to train them how 
to detect common drugs of 
abuse in urine by taste alone. 
The training costs less than the 
Trust spent on the management 
consultants to design our new 
corporate logo. Isn’t that 
excellent?” Lucy felt rather 
proud of herself in her ability to 
come up with simple solutions 
to complex problems. 

“You’re taking the p***, 
right?” said Meek. 

“No, you will be,” replied 
Lucy, without a trace of irony. 

“It certainly adds a new 
dimension to C.I.R,” added 
Meek, despondently. 




“HOW are you settling in then, 
Malt?” asked Sir Edmund at the 
Trust’s sherry and mince pie 
Christmas get together. Sir 
Edmund had taken it upon 
himself to be mine host, and 
helped himself to another great 
gulp of the warm sickly liquid 
before topping Meek up. Before 
Meek had a chance to answer, 
Sir Edmund continued, “What’s 
your handicap then, Leak, 
m’boy?” 

“Meek, sir. Well, mainly not 
having a secretary,” replied 
Meek, clearly missing the social 
cues. 

“Jolly good, Weak. That’s 
the spirit. Must get you down 
the club for a few rounds. Ah 
Matron, you are looking 
ravishing this evening.” 

Such social gatherings had 
never been Meek’s thing, and 
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on this occasion in particular he 
did not see anything to 
celebrate. Within 6 months of 
starting his job he had 
witnessed everything he stood 
for as a doctor being 
comprehensively trashed by the 
Trust’s bean counters and their 
hired guns. As he reached the 
substance misuse service the 
staff were locking up after the 
Christmas party they held for 
the patients and their children. 

“Evening, doc. You missed a 
great party. Everyone had a 
great time, although Santa was 
half cut. What happened to you? 
You look like the ghost of 
Christmas past,” asked Mandy, 
the clinic nurse, looking more 
closely at Meek. 

“Oh sorry, I can’t seem to 
get into the Christmas spirit.” 

“Oh well, have a good one.” 

Meek went into his office to 
retrieve his briefcase and, 
“Waahh....!” he tripped over a 
large solid object in the middle 
of the floor. 

“Ughhh...” it said. Meek 
quickly got up and turned the 
light on. And there sprawled out 
was a semi-conscious Santa, red 
outfit and false beard akimbo, 
muttering “Felishity, my 
goddesh.” 

Then, as Meek’s eyes began 
to adjust to the light, he saw, 
clutching a half empty sherry 
bottle to his heart, the 
unmistakable corpulent features 
and the trademark red beacon 
of a nose. 

“Sir Edmund!” 



Disclaimer: St Hilda's 
Substance Misuse Service and 
all who serve in it are purely 
fictional. Any resemblance to 
real events or characters, 
living or dead, is entirely 
coincidental. 


Survival Guide 

to NHS 

Newspeak 

2. Fruit Co-ordinators 

Q. What’s this then? 

A. Co-ordinators of fruit and vegetables to meet the 5 a-day initiative to increase fruit 
and vegetable consumption as a national priority. 

Q. Bananas!? 

A. Well yes - as long as you eat at least 5 portions (400g) of a variety of fruit and 
vegetables each day. 

Q. No, it sounds bananas - why do we need co-ordinators to do this? 

A. Well... The NHS Plan, The NHS Cancer Plan and the National Service 
Frameworks for Coronary Heart Disease, Diabetes and Older People all highlight 
diet... 

Q. Yes, yes, yes - but why fruit co-ordinators ? 

A. Hhmm..."Vegetables and fruit are important sources of several essential nutrients, 
including vitamin C, folate and other B vitamins, pro-vitamin A and other 
carotenoids, potassium, calcium, iron...” 

Q. STOP, Stop - I’ll give you five today if you carry on! 

A. Steady. You are clearly very passion-fruit about this. 

Q. Well, it gives me the pip - health professionals having been giving advice 
about diet for years. Why do we suddenly need someone to co-ordinate fruit? 
Next thing, we’ll need someone to co-ordinate missing case notes. 

A. We already have them. Look, have you ever thought how unruly a bunch of 
pomegranates can be? 

Q. Oh, come on. Surely you’re not trying to tell me that these fruit co¬ 
ordinators have a serious role in the NHS? 

A. You clearly have no idea of the havoc a casually discarded banana skin can cause in 
a hospital. Think of all the untoward incidents that could lead to. Or a rotten tomato 
in the wrong hands could cause serious problems for the health minister. 

Q. Quite! Anyway tomatoes are vegetables. 

A. No. It is a common misconception that tomatoes are vegetables when they are in 
fact, fruits. Hence the need for fruit co-ordinators to help us through to technical 
complexities of fruit technology, towards a balanced health diet in support of the 
government’s strategy for improving the health of the nation. 

Q. Whatever happened to people buying their fruit “free fur a pahnd Missus” 
down the market? 

A. Philistine! 



rasa 


Glossary of .terms 


An apple a day: Sitcom with Peter Cook, Dudley Moore & Spike Milligan Apples and 
pears: Noun. Stairs Bananas: Adj. Mad Crush a grape: Catch-phrase, Stu Francis, 
Crackerjack Childrens’ Programme Gooseberry: Noun. Hairy fruit nobody likes Mango: 
Noun. Bloke travelling on holiday Pear: Noun. The shape initiatives can go 
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NEVER A CROSS WORD 


SCANbites Prize Cryptic Crossword No. 1 

By Stephen Phillips 



Across: 

I. Vishnu’s mount, not AA, twisted 
dope! (4) 

4. Coe lost for words? A posterior 
view it seems (5) 

7. Saga from the pictures (4) 

10. Cartoon character, almost a 
brute (4) 

II. Car port perhaps, not article told to 
go slow (5) 

12. Like a doornail going away from 
what it’s looking for (4) 

13. See 24 down 

14. Exhaust oneself pursued by 
bridge opponents, it might finish 
you off (8) 

16. Same again, no ice, for government 
requirement? (4) 

18. Gunners in lips going around and 
up (6) 

19- Assignation with no ecstasy, giving a 
little bit back to provide a service 
initially (3) 

21. see 24 down 

22. Zachary’s fan club motto (6) 

25. Umpire tying English knot, to 
secure a sale by the sound of it (4) 

26. Start to bite in higher position (6,2) 

28. Buff, a plus for computer 

literacy (6) 

30. Looks like Pinkerton’s men (4) 


# £50 book token to the first correct entry drawn 

Entries to: “Crossword”, SCANbites, 5th Floor Hannibal House, Elephant & Castle, London SE1 6TE 
Name: Address: 

Tel: 


This competition is open only to registered SCAN members. Members of the SCAN team are not eligible to enter. All correct entries received will be entered into a draw to be held on 11th 
February 2005. The winner will be contacted directly and their name will be published along with the Crossword Solution in SCANbites Spring Issue, 2005. To preserve your copy of 
SCANbites we suggest photocopying your completed crossword and posting it to the above address. 


A CALL FOR ALCOHOLICS ANONYMOUSE 

There has been a call for feline alcohol services following a case of alcoholism in a six 
year old cat. 

London publicans Gary and Eileen Roberts became concerned over their pet cat 
Trixie’s displays of unusual behaviour. Trixie became unable to stand on her four paws 
and could not walk in a straight line. Mr and Mrs Roberts reported “We tried to take 
her to the vet...” but Trixie ran out of the door and fell down the stairs. 

Examination by the vet showed Trixie had been passing up the usual milk nightcap 
for a tipple from the pub’s drip trays and was constantly drunk. The vet believed the 
cat had developed the addiction over the last year. 

Trixie is currentiy in detox at the vets’ surgery. Prof Dormouse has been called in to 
give expert advice on the options of aftercare provision. This case highlights the need 
for service provision for minority groups. 

Report from London newspaper Metro, Nov. 3, 2004. 
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EMAIL TRAIL 


► continued from page 1 

Christmas message from the Elephant 


31. Brownies danced around these, a 
toy boy we hear! (5) 

32. Frugally stretched, also once used 
with a note (4) 

33. How stupid of French doctor! (4) 

34. Acid dressing for Hans, he’s 
significant in part (5) 

35. Something to do for the enemy (4) 

Down: 

2. Prince, the fever of life over, after 
king in song! (5) 

3. Rugby tackling, like Christmas 
cattle (5,3) 

4. Braces part of a horse’s leg (7) 

5. Youngest son, endless signs plus 
last of booze, craves for Pam’s 
favourite end (15) 

6. Relating to psoas perhaps in part of 
enemy officer (3) 

8. Picture near what ones looking for 
in Italian river (5) 

9- Skunk about group of activists (5) 

15. Trill for an Arab leader so we 
say! (5) 

17. Pop stolen back with sex 
appeal (2,3) 

20. An inclination to trade Gin 
cocktail (8) 

23. In 1990 US census ranked this No. 
751 girls’ name. Initially not always 
not that popular (3) 

24. (Also 21 and 13 across) St George’s 
exercise, annoying leading lady by 
all accounts (7,3,6) 

26. Lick the abyss in return (5) 

27. He was engulfed by Christmas 
spirit; enough to make his eyes 
water (5) 

29- Elite! Cash rules everything around 
me to start with (5) 

31. Disgusted expression, ardent 
without lines (3) 


► Rural Tales continued from page 4 

about the legalisation of drugs for the 
local medical society. 

We don’t have the level of 
resources that some large centres have. 
We need to be more consistent and 
evidence-based with our practice. We 
can’t always follow guidelines to the 
letter when the nearest pharmacy is 10 
miles in each direction and rural 
transport is, at best, unreliable. 

But, when I set off at Friday 
lunchtime to drive over Dartmoor to a 
clinic in Tavistock, look out over the 
sea on the veranda at Hamoaze, I 
wouldn’t swap my job for all the tea in 
China. We have problems but the 
future is rosy and next year Til look for 
a colleague so if you want to downshift 
for a better quality of life but with job 
satisfaction, give me a ring. 


What is important for us is that through 
Hamid’s and Griffith’s efforts, the UK 
remains a major international player in the 
addiction field. We have much to learn 
from their enormous enthusiasm, energy 
and dogged persistence, as well as their 
encouragement of the next generation of 
addiction specialists. 

So what about the UK? Are the home 
fires still burning? Very much so! There is 
to be significant new investment in the 
addiction field as a result of the latest 
spending review, a revision of Models of 
Care (drugs) to explain how to spend it, 
and a new National Alcohol Harm 
Reduction Strategy, which includes a 
Models of Care for alcohol (for the first 
time), and an effectiveness review of 
alcohol treatment, which might just lead 
to some new investment. We can but 
hope. All of these new developments 
need input from clinicians to ensure 
maximum impact on the field. And I 
would encourage SCAN members to 
engage in the various consultations 
though our website, promoting the 
clinical perspective. 

There are also a few challenges facing 
the addiction field. This issue of 


SCANbites has critical reviews of two 
further major policy developments; the 
Mental Health Bill and the Public Health 
White paper, which raise a number of 
concerns. The Mental Health Bill seems to 
have taken little or no account of evidence 
presented by the Royal College of 
Psychiatrists, and which, if not amended is 
likely to have some major implications for 
our working lives, not to mention our 
patients’ lives. We are planning a SCAN 
consultation on the Bill in the New Year. 
Choosing Health on the other hand has 
missed several opportunities for change, 
particularly in relation to alcohol misuse. I 
have to again register my disbelief at the 
prominence given to the alcohol industry 
in policy development. 

SCAN’s first year of life has certainly 
not been dull, and several milestones of 
development have been achieved: but 
there is much still to do. We plan to 
continue to keep you abreast of topical 
issues affecting the field and provide 
opportunities for addiction specialists to 
be heard. Have a good holiday. But if it all 
gets too much you might turn your 
thoughts to the crossword on the 
opposite page. 


Only a third of emails can be answered in working hours 

RESULTS from a service audit revealed that a consultant addiction specialist received on 
average 100 emailsAveek. On average it took 1 minute to read each email. However, the 
response to each email took between 5 minutes to some hours/even days, depending on 
the type of request received. Working on an average response time of 31 minutes per 
email and 5200 emails per year (emails don't disappear just because you are on leave) it 
was calculated that a total annual email response would require 161,200 minutes (or 
2,686 hours). This figure was divided by 8 hours to determine the “working days” 
required to respond, which showed that 335 working days would be required to deal 
with all the emails. As the Consultant works 48 weeks a year (or 240 days) this means that 
even if the doctor was able to spend every working day answering emails only 3,744 
(72%) would be responded to. Given that up to 50% of the consultant’s time is spent in 
direct clinical work (120 days) this identified that only 1,872 (36%) emails could be 
answered in working hours, although this did not take account of time for meetings, 
travelling etc. This audit identified that up to 70 emails per week may not get answered. 


Addiction Psychiatry Services Project update 

THE Royal College of Psychiatrists’ Research Unit has been funded by the Department of 
Health to conduct a study of the roles and responsibilities of specialist addiction 
psychiatrists in England. The first two stages of the study (a mapping exercise to identify 
specialist addiction psychiatrists, followed by qualitative interviews and focus groups to 
identify issues of particular importance to addiction psychiatrists concerning their roles) 
have been completed. The third stage of the study is a postal survey of all those identified 
during the mapping phase. The survey, which will be arriving on your desk in the very 
near future, will provide you with a unique opportunity to describe the nature and scope 
of your work, and we very much hope that you will participate. If you are a specialist who 
has not already been contacted by us about the study, we would like to hear from you at: 
Royal College of Psychiatrists’ Research Unit, 6th Floor, 83 Victoria Street, London SW1H 
0HW 

Contact: mdurand@cru.rcpsych.ac.uk Tel: 020 72270824 Fax: 020 7227 0850 
Mary Alison Durand and Paul Lelliott 
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NEWS 


EVENTS 


SCAN NATIONAL CONFERENCE 
LAUNCHES THE NETWORK 

by Tom Phillips 

ATTENDEES of the SCAN National Launch 
Conference held in Birmingham were 
overwhelmingly positive about the event, 
and identified it as a valuable networking 
opportunity These were just two of the 
main findings from the SCAN conference 
evaluation. 

148 delegates attended the event at the 
De Vere Belfry in Warwickshire in mid- 
September. Ill Specialists from England 
attended along with their colleagues from 
Scotland, Wales, Northern Ireland and the 
Isles. A third of participants completed 
evaluation forms, with 92% stating they were 
highly satisfied with the conference format 
and content. 

Using the information gleaned from the 
First National Survey of Addiction Specialists 
(SCAN, 2004) may have helped meet and 
exceed the specialists’ expectations as 96% 
stated the event was as they hoped or better 
than expected. The parallel sessions received 
a high level of satisfaction with Hackworth 
(Resolving local problems in the treatment 
system: A case study) receiving greatest 
support. 

As in the National Survey of Specialists, 
which identified 32% of specialists had no 
access to a network, the conference 
evaluation revealed that most attended to 
engage with colleagues and peers. SCAN 
therefore continues to facilitate the need for 
a network within the specialist group. 

Presentations from the conference are 
available to members on www.scan.uk.net 

WITH SPECIALISTS’ SUPPORT, 

THE SCAN website has been ‘live’ for 3 
months now and we have been delighted 
with the response. Over 100 specialists 
have registered and made use of the site, 
with an average of 10 visits per day. 

Members have fed back that they find the 
publications store particularly useful. We 
continue to update the store as new 
documents become available. 

Uptake of the discussion forum has 
been slower. However, we are aware that it 
is a new facility and we hope to see greater 
use of the discussion forum in the future. 
Current discussion threads include job 
planning, the draft mental health bill, liaison 
psychiatry and SpR issues. 

There was considerable interest in the 
presentations from the SCAN National 


Disclaimer: SCANbites does not contain official practice 
guidelines, nor is it an official information source. Therefore no 
liability is accepted for any loss or damage caused due to any 
action/inaction taken as a result of its contents (except for 
personal injury arising directly due to our negligence). 
Copyright in SCANbites belongs to the publishers and its 
licensors. All rights in SCANbites are reserved. 


ICDP IS LAUNCHED 

NOVEMBER 16 saw the official launch of 
the International Centre for Drug Policy, 
based at St. George’s Hospital Medical 
School. The director of the centre, Prof 
Hamid Ghodse, stated, “The centre will act 
as a broker to promote excellence in the 
field of substance misuse through a focus, 
particularly within the international arena, 
on supporting the development of effective 
drug policy.” Its initiatives include 
treatment and prevention, education and 
training, and research and development. 

Its UK initiatives include the National 
Programme on Substance Abuse Deaths 
(npSAD). Its international programmes 
include a Methadone Treatment Workshop 
for senior health advisors (South West Asia) 
and a Tobacco-free Initiatives Workshop for 
senior practitioners responsible for the 
strategic development and monitoring of 
smoking cessation services (Eastern 
Mediterranean Region). 

The centre’s supporters include the 
Department of Health (DH), the World 
Health Organisation (WHO) and the United 
Nations Office of Drug Control (UNODC). 


Contact 

International Centre for Drug Policy 
(ICDP), Hunter Wing, 

St. George's Hospital Medical School, 
Cranmer Terrace, London SW17 ORE 

Tel: 020 8725 2624/2636 
Fax : 020 8725 2914 
Email: icdp@sghms.ac.uk 


3SITE MAKES FLYING START 

Launch Conference held in September. 

We are pleased to announce the launch 
of the Consultations facility, where 
specialists can provide feedback to 
policymakers on documents such as the 
revised Models of Care for Drug Misusers 
and Models of Care for Alcohol Misusers. 
Consultation exercises will continue to be 
run through the site and members can 
expect to see a report on the collective 
specialist response to each consultation. We 
feel this is an important opportunity to 
obtain a wider specialist consultation on 
policy than has previously been possible 
and hope you will feel able to respond. The 
process is welcomed by the Department of 
Health, the National Treatment Agency for 
Substance Misuse and the Royal College of 
Psychiatrists. 

If you have any comments or 
suggestions for improvement of the SCAN 
website, we would like to hear from you at 
scan@nta-nhs.org.uk To log on and 
register, go to www.scan.uk.net 
Meredith T. Mora 


NATIONAL 

Royal College of Psychiatrists’ Faculty of 
Substance Misuse Annual Meeting 

5-6 May 2005 University Arms, Cambridge 
Conference programme to be confirmed 
Contact: College Conference Office 
Tel: 020 7235 2351x145 
Fax: 020 7259 6507 
pcornell@rcpsych.ac.uk 

4th Annual Specialist Registrar National Meeting 

9-10 June 2005 Venue to be confirmed 
Conference programme to be confirmed 
Contact: Dr Susanna Galea sgalea@sghms.ac.uk 

REGIONAL 

West Midlands Addiction Specialists Meeting 

Dates for 2005: 25 January, 26 April, 28 June, 27 
September. This meeting includes any doctor 
working in a specialist capacity in the addiction field 
in the West Midlands. Attendees include consultant 
psychiatrists (and their trainees), associate 
specialists/non-consultant grade psychiatrists, GPs. 
Contact: Rachel West r.l.west@bham.ac.uk 
0121 6782356 

South West Substance Misuse Specialists Group 

28 January 2005 Venue: contact Dr Barnes 
The group meets quarterly, usually at a venue 
central to the region. A lunch is followed by a 
formal business meeting and an opportunity for 
education and informal networking. 

Contact: Dr Jon Barnes jon.barnes@sompar.nhs.uk 
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Royal College 
of Psychiatrists 


una 

National Treatment Agency 
for Substance Misuse 

SCAN is funded by the Department of 
Health and jointly supported by the 
Department of Health, the Royal 
College of Psychiatrists and the National 
Treatment Agency for Substance Misuse. 
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